disease progression [n¼63, median time¼0.36 yrs, range¼0.09-9.01yrs] had a significant impact on OS [p <0.01] and EFS [p<0.01]. Notably, treatment with any chemotherapy prior to receiving a DLI did not significantly impact OS [p¼0.22] or EFS [p¼0.54] . Our analysis reveals no difference in OS or EFS between the use of fresh or cryopreserved cells for DLI. There is a trend to favor fresh cell DLI in patients who have undergone a nonmyeloablative transplant. Our study confirmed previous observations that a greater interval between original transplant and relapse correlates with greater DLI success. We also highlight that in the setting of relapsed disease, pretreatment with chemotherapy did not impact post-DLI OS or EFS. In conclusion, selected patients can achieve long term survival with DLI for post-transplant relapse though the overall outcomes remain dismal. African American (AFA) patients are an underserved race group in bone marrow transplant due to their diverse HLA, limited number of potential unrelated donors (URD) and low URD availability rates. Newly entered AFA patients who had Be The Match RegistryÒ searches of intermediate difficulty were enrolled in this blind randomized study to determine if proactive URD contact and HLA typing would (1) increase patient transplant rates (2) increase selection of an URD over a cord blood unit (CBU). We examined incoming patients from Feb to Oct of 2013 to identify and enroll a subset of AFA searches who had 10 potential 8/8 URD with HapLogic allele matching prediction of 31% or zero 8/8 with 10 7/8 URD with matching prediction of 76%. Searches were randomized 1:1 into two arms; 182 to intervention and 178 to no intervention. In the intervention arm, HLA specialists reviewed 182 patient searches and selected 2473 URD for contact to confirm availability with 591 available URD HLA typed (up to 20 URD/ patient). Patient searches were excluded from the study if they had "unproductive" URD search results (i.e. no URD with at least a 2% chance of being 7/8) or had "very productive" URD search results (i.e. 11 URD with 31% prediction of being an 8/8 or zero potential 8/8 URD with 10 URD with 75% prediction of being a 7/8). URD were high-resolution typed at HLA-A, B, C, DRB1 and DQB1, and the transplant center was notified when an available 7/8 or better matched URD was identified for consideration. Patient cases were followed for URD or CBU transplant endpoints up to 1 year post initial search submission. Descriptive statistics for the two randomized arms were similar in patient age, disease (malignant vs non-malignant), and URD search productivity. 217 matched and available URD notifications were sent to transplant centers on behalf of 115 patients. Although not achieving statistical significance, intervention patients progressed to transplant 20% of the time vs. 15% in the non-intervention group at 1 year ( Figure  1 ) and transplanted more often with an URD over a CBU, 63% vs. 48%, respectively. At 1 year, the intervention group progressed to URD transplant in 12% of cases compared to 7% in the non-intervention group (Figure 2 ) and CBU transplant in 7% of intervention cases vs. 8% in the non-intervention group.
AFA searches not meeting the inclusion criteria for study randomization were also examined. Very productive potential 8/8 URD searches resulted in transplant 27% of the time (88% chose an URD) and searches containing zero 8/8 URD with many potential 7/8 URD resulted in transplant 19% of the time (44% chose an URD). Patients that had zero potential 7/8 donors with at least 2% likelihood to match only went to transplant 2% of the time. Additional registry URD contact and HLA typing efforts for challenging AFA patient searches may clarify the search options available and assist transplant decision making. Aim: Infection is the leading cause of non-relapse mortality (NRM) in allo-HSCT. A community respiratory virus infection (RVI) screening program was instituted at our center from 5/ 2010 in order to prevent nosocomial infection, assist in Method: Consecutive allo-HSCT patients (pts) experiencing NRM between 1/00 e 1/14 were identified from a prospectively maintained database. NRM episodes were assessed pre-and post-RVI screening and an etiology assigned following medical record review and treating physician determination. RVI were identified in symptomatic pts from nasal/pharyngeal swabs or bronchoalveloar lavage specimens using PCR or immunofluorescence. Results: 204 allo-HSCT were evaluated, 118 pre-and 86 post-RVI screening. For the entire cohort: male:female ratio was 1.4:1, median age 52 (17-71) years, median follow up 24.2 (2.4-154) months. Most common pre-HSCT diagnoses were myeloid malignancies (43%), NHL (22%) ALL (12%). 3 year DFS and OS was 50.7% and 59.6%. There were no significant differences between study cohorts. There was a significant difference between pre-RV and post-RV cohorts in conditioning intensity (MA 46% vs 19%, NMA 53% vs 81%, p<0.01), donor source (MS 71% vs 29%, MUD 0 vs 44%, p<0.01) and TBI-based conditioning (20% vs 51%, p<0.01) reflecting changes in departmental practice. Most common RVI's were rhinovirus (40%), RSV (30%), parainfluenza (20%) and coronavirus (10%).
Overall NRM was 24.5%.Pre-and post-RVI screening NRM was 22.9% and 26.7% (p¼0.53). 12/26 (46%) NRM events were respiratory-related pre-RVI vs 6/24 (25%) post-RVI (RR 0.54, 95%CI 0.24-1.22, p¼0.14). Post-RVI screening, viral pneumonitis was the cause of respiratory death in 2/5 pts (1¼RSV, 1¼rhinovirus Background: The proteasome inhibitor Bortezomib has been successfully used to prevent the development of graftversus-host disease (GVHD) in recipients of matched unrelated donor (MUD) or mismatch related donor (mMRD) allogeneic HSCT. We sought to evaluate the efficacy of this agent in our patient population and assess its impact on neutrophil engraftment when G-CSF support was not routinely utilized. Methods: We conducted a retrospective review of patients (pts) with hematologic malignancies who underwent MUD allogeneic HSCT at our institution and received GVHD prophylaxis with bortezomib (dose 1.3 mg/m 2 ) administered on days +1, +4, and +7 after stem cell infusion, in addition to standard prophylaxis with tacrolimus and methotrexate. Since our first treated patient developed hyper-acute GVHD, standard G-CSF support was omitted and reserved only for pts with severe sepsis or delayed engraftment. Results: Twenty-one MUD recipients receiving bortezomibbased GVHD prophylaxis were transplanted at our institution between 2012 and 2014. Median age was 51 years (range: 34-62 yrs); male to female ratio 2:1. Indications for transplantation included: AML (11/52.4%), ALL (6/28.6%), MPN (2/ 9.5%) CLL (1/4.8%) and NHL(1/4.8%). Graft source was mobilized peripheral blood stem cells for all pts. Seven pts (33.3%) received a myeloablative conditioning regimen, whereas 14 pts (66.7%) received a reduced-intensity regimen. Median donor chimerism at days +30 and +100 was 98.5% (range 70-99%) and 98% (range 81-99%) respectively. Median time for neutrophil engraftment was 14.38 days +/-1.86. Cumulative incidence of grade III-IV aGVHD at day +100 was 14.3%. Nonrelapse mortality (NRM) at day +100 was 9.5% and the cumulative incidence of relapse was 4.8% at day +180 and 19% at 1 year. Conclusions: Bortezomib-based GVHD prophylaxis resulted in acceptable rates of acute GVHD and non-relapse mortality; our results are encouraging and similar to those available in the current literature. The use of bortezomib did not result in delayed engraftment or graft failure (when compared to historical controls) even when standard growth factor support was omitted in patients undergoing MUD transplant.
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Long-Term Outcomes of Allogeneic Hematopoietic Stem Cell Transplantation with Intensified Myeloablative Conditioning for Refractory Hematologic Malignancies Naomi Kawashima, Takahiko Sato, Miho Kato, Marie Nakashima, Yusuke Kagaya, Kyoko Watakabe, Aika Seto, Nobuaki Fukushima, Shingo Kurahashi, Yukiyasu Ozawa, Koichi Miyamura. Department of Hematology, Japanese Red Cross Nagoya First Hospital, Nagoya, Japan Prognosis after allogeneic hematopoietic stem cell transplantation (SCT) in patients with relapsed or refractory hematologic malignancies at the time of SCT is poor due to the increased risk of relapse or TRM. Several intensified conditioning regimens have been reported, however, long term outcome after 5 years was not clarified. This study is aimed to evaluate the long term outcome of SCT with intensified conventional myeloablative conditioning regimen. We retrospectively analyzed a total of 59 adult patients with advanced hematologic malignancies including refractory AML(n¼32), CML with blastic crisis (n¼14), refractory ALL (n¼8) and others (n¼5) who received allogeneic SCT with intensified myeloablative conditioning regimen of busulfan (BU) 8mg/kg + cyclophosphamide 120mg/kg + TBI 10Gy (n¼20), melphalan (MEL) 180mg/m 2 + BU 8mg/kg + TBI 10Gy (n¼32) or MEL180 mg/m 2 + TBI 10Gy (n¼7) from January 1994 to December 2003 in our institution. GVHD prophylaxis consisted with tacrolimus or cyclosporine and short courses of methotrexate. The median follow-up of the surviving patients was 8.3 years (0.1-18.8). Median age at transplant was 36 (17-54). Fifty-one patients received BM, 4 received PBSC, 1 received both and 3 received CB; 18 from a matched related donor, 15 from a matched unrelated donor, 7 from a mismatched related donor and 19 from a mismatched unrelated donor. Rejection was observed in only 1 patient. A total of 44.6% and 23.2% of evaluable patients had grade II-IV and grade III-IV acute GVHD, respectively and 57.9% of evaluable patients experienced extensive chronic GVHD. Overall survival and diseasefree survival at 5 years was 31.5% and 29.7%, whereas that at
